
the operation of forced respiration. When it
comes into general use in cases of drowning,
shock, the tiding over of critical cases, in as

phyxia from whatever cause, as well as from nar¬
cotic poisons, who will not admit it is one of the
most important procedures at our command ?

(For discussion see Society Proceedings.)

ORIGINAL ARTICLES.

MORVAN'S DISEASE; WITH THE CLINI-
CAL REPORT OF A CASE.

Read before the Chicago Medical Society, March 2, 1891.
BY ARCHIBALD CHURCH, M.D.,

PROFESSOR OF NEUROLOGY IN THE CHICAGO POLICLINIC, ETC.

The first description of the diseased state which
by courtesy and for convenience may be called
" Morvan's disease," was made by Dr. Morvan, of
Lannelis, in Brittany, and published in the Ga-
zette hebdomidaire de Medicine et de Chirurgie in
1883, under the title of "Par\l=e'\sieAnalgesique avec
Panaris des Extremities Superieures." Since that
date he has made numerous communications on
the same subject in the same journal, with the re-

ports of eighteen cases. In 1885 M. Broca (Ann.
de Dermat. et de Syphilog.) published a case, and
in 1887 M. Prouff (Gazette Hebdom.), another
Breton physician, recorded one, followed by Ha-
not in the same year. In 1888 d'Oger de Speville
collated in a Paris thesis nine cases from various
sources. In 1889 Heckel published a clinical ob-
servation (Berlin Klin. Wochenschrift). The same

year {Sem. Méd.), Gombault reported the autopsy
of Prouff s case before the Société Medicale des
Hôpitaux de Paris, and in 1890 Charcot {Piog.
Méd.) published a clinical lecture on the subject,
to which the writer is mainly indebted for the
following description and for cuts 1 and 2.

A majority of the recorded cases have been
among the Breton peasantry, but the condition
was first observed in that locality, and possibly is
as frequently found elsewhere, though not recog¬
nized under this name or as a disease of the cen¬
tral nervous apparatus. Morvan's attention was
first attracted by finding a painless whitlow. In
his first paper (1883) he says :

Twenty-five or thirty years ago a man of 60 presented
himself, with a whitlow on one of his fingers. We made
out a necrosed condition of the ungual phalanx and pro¬
posed to make an incision and extract the bone. As the
patient gave his permission with reluctance, he was as¬
sured that the incision would be made like a flash, so
that he would not have time to suffer. The cut, which
was sufficiently free, was accordingly made, but what was
our amazement to see the calmness of this man. Not a

complaint! Had he been of wood it would have been
quite the same. He affirmed that he had not suffered at
all. . . . Taking a pin, we thrust it into various portions
of the hand and forearm, which were swollen, without
causing distress.

Originally Morvan stated the three characteris¬
tics of this condition to be, i. Initial pains of a

neuralgic sort in the extremities; 2. The appear¬
ance of paresis and analgesia, mainly in the hands;
3. The appearance of successive painless and de¬
structive whitlows. Subsequently he modified this
dictum, as cases fell under observation in which
sensation was not materially changed, or in which
paresis was absent, so that the only characteristic
to be insisted upon is destructive and numerous
whitlows.

The disease has numbered more men than wo¬

men, but the few cases recorded do not justifygeneralization in this and many other particulars.
Instances have been noted at all periods of life from
twelve to sixty years, and for the most part occur
in individuals exposed by out-door avocations.
As it is the lower portion of the cervical enlarge¬
ment that is primarily and mainly affected, the
exposure of the neck by these people to the in¬
clemencies of the seasons may be worth noting,
en passant, as a predisposing factor.

The tangible clinical points of any one case are
rather meagre, and, owing to the essentially chron¬
ic and progressive course of the malady, the early
phases are often left in doubt through the forget-fulness of the patient. Frequently there is a his¬
tory of neuralgic pains of long duration in the
extremities afterwards affected, and this is follow¬
ed by weakness. Sooner or later a felon makes
its appearance and, depending upon the condition
present as to analgesia, is painful or absolutelyfree from discomfort, though the swelling, red¬
ness and ulcération may attain a destructive
grade. Indeed, the tendency of these inflamma¬
tory disturbances is to produce more than an or¬
dinary amount of destruction and mutilation.
There is usually exfoliation of a part or the whole
of the terminal phalangeal bone, and the upper
ranks are not infrequently lost. The nail matrix
is also affected, resulting in dwarfed, claw-like
nails, or only slight horny protuberances may be
left. When the analgesia is pronounced, an ap¬
parently exquisitely tender felon may give no
pain upon manipulation and, as we have seen,
not even resent the knife. In this condition the
patients have frequently themselves picked out
the bony fragments, the slight discomfort not
leading them to seek surgical aid. Such fingers
present a characteristic appearance. They are
short and thick, and if the middle phalanx, or
more emphatically if all the phalanges are lost,
the presence of the stunted nail at the end of the
stump is sufficiently noticeable. It appears as if
the finger had been telescoped. (Cuts 1 and 4.)In some cases other evidences of dystrophy are
present. The flexures of the fingers and the pal¬
mar folds are liable to cracks and fissures which
are difficult to heal, and may present thickened
epidermic margins about an indolent ulcerated
centre, comparable to perforating ulcers of the
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feet due to nerve injury, and not rarely found in
tabes dorsalis. While the first felon may be pain¬
ful, and marked by all the misery that usually
attends them, succeeding ones are not, and, as a

rule, both hands are eventually invaded. In
one of Morvan's cases the lower extremity was
finally implicated. Cases present from two to ten
successive whitlows, and every digit may be mu¬
tilated by them. The tendency is to their sym¬
metrical distribution. The hands become cold,
dry, and subnormal in temperature, or may be
the seat of profuse sudation and chronic swelling.
Broca called attention to the fact, confirmed by
Morvan, that the spinal column in over one-half
the cases showed by distortions the tendency to
dystrophy in osseous structure. The scoliosis or
kyphosis, however, is usually slight in degree,
and not accountable for any injury to the spinal
cord. Indeed, it is a result of the implication of
the cord, and another evidence of the impairment
of the cord's trophic functions. As a rule, the
•convexity of the curvature is toward the hand

No.  .—Hand in Morvan's dis¬
ease. Hanoi's case. Af¬

ter Charcot.

No. 2.—Hand in Scleroderma.
After Charcot.

first involved, which is generally the right in
men, the left in women. The joints of the hands,
wrists, elbows, and even the shoulders, are some¬
times affected with a dry, painless arthritis, and
a condition analogous to the joint lesions of lo¬
comotor ataxia is developed. (Cut. No. 3.) In
several instances a slightly subnormal tempera¬
ture has been persistently recorded even duringinflammatory features of the malady.

Aside from the analgesia already mentioned,
and which seems primarily to affect the deeper
structures, there are usually well-marked and va¬
rious impairments of cutaneous sensation. Tac¬
tile, pressure and thermic sensations, severally
or singly, may be diminished or obliterated, or
intact. No mention is made of hyperaesthesia,
but the persistence of tactile sense with the com¬
plete loss of thermic and painful impressions, is
said to be rarely or never present. The extent of
these perverted areas of sensation seldom passes
above the upper extremities, though in some

cases the body is invaded more or less wide¬
ly. The forearms and hands often present con¬
siderable muscular atrophy, and to the electric
current manifest changed reactions indicative of
nerve degeneration. Superficial and deep reflexes
are not noticeably changed, nor is coordination
materially modified.

Gombault's autopsy of Prouff's case furnishes
all that is known of the anatomy of the disease,
with the exception of some minor observations
made upon the amputated extremities of the
fingers, which furnished evidence of peripheral
neuritis. This, the only case completed by an

autopsy, was a woman of 56 years, who from the
age of 12 had suffered from a series of whitlows
which had caused considerable mutilation, mark¬
ed by trophic troubles of the skin and muscles
with errors of sensibility, all located in the hands.
The spinal cord and peripheral nerves of the up¬
per extremities were particularly examined. He
says:

The nerve lesions consisted in an exaggerated produc¬
tion of connective tissue, with degeneration and disap¬
pearance of a large number of the tubules. These le¬
sions presented the sort of distribution attributed to
ascending neuritis; that is to say, they were more marked
at the periphery and gradually diminished as the body
was approached. In the spinal cord the alterations were

localized in the cervical region, and only implicated the
posterior horns, the posterior columns, and a small por¬
tion of the central gray substance. All these parts were
the seat of an abnormal and diffuse development of in¬
terstitial tissue with thickening of the arterial walls, and
frequently with obliteration of the lumen of the vessels.
Nowhere did this sclerosis assume the form of an isolated
or separable tumor. Owing to the state in which I found
the cord when I was enabled to examine it, I could not
decide whether there existed accidental cavities in the
middle of the central gray substance, analogous to those
which characterize syringomyelia, or not. I am, however,
rather inclined to admit the negative. Nor can I decide
whether the cord change had been the cause, or only the
result, of the lesions in the nerves. The single point to
retain from this examination, it appears to me, is the co¬
existence of lesions pertaining both to the cord and to
the peripheral nerves.

It was on the same occasion pointed out by
Debove that these lesions bore a striking resem¬
blance to those of tabes. Charcot agreed perfect¬
ly with Morvan that the trouble is primarily in
the cord, and that the trophic and sensory dis¬
turbances and the peripheral neuritis are all sec¬

ondary to the central change, while others find
an explanation of the cord lesion in the extremi¬
ties and the pathological conditions found there.
It is needless to say that as yet, no microbe has
been brought forward as an etiological factor, and
the ultimate cause of the disease is wrapped in
the same mystery which pertains to other scle¬
rotic affections of the cord. Even syphilis has
not been accused of the paternity of this malady.

The diagnosis of the disease in recent cases
must often be difficult, but when the condition
has been of long standing it is probable that or¬

dinary attention and care, with a knowledge of
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its existence, will be quite sufficient for its recog¬
nition. A somewhat allied tropho-neurosis, lo¬
calized and symmetrical scleroderma, may at first
be confusing. When this condition is limited
practically to the hands it gives rise to paresis,distortion and changes of a general nature in
sensation, with atrophy, but there is no tendency
to alteration, to the exfoliation of bone, and the
peculiar analgesia aboye described as usual in
Morvan's disease is wanting. The hand assumes
a peculiar position with the digits extended, ex¬

cept at the metacarpo-phalangeal joints, which
are flexed, and there is a tendency to over-exten¬
sion in the middle joints of the fingers, particu¬
larly in the index. It is the arrangement pro¬
duced by the action of the interosseous muscles,
and is sometimes called the interosseous position.
The skin is shiny, adherent to the bones, and the
digits, atrophied en masse, behave like so many
tapering rigid sticks. (Cut No. 2.) Associated
with scleroderma is a peculiar mask-like expres¬
sion of face, due to the implication of the facial
integument and its adhesion to all bony promi¬
nences. This is so characteristic that, once rec¬
ognized, it can scarcely be mistaken.

Another form of scleroderma, ainhum, occur¬
ring almost invariably in hot climates and in the
dark-skinned races, may produce painless ampu¬
tation of fingers and toes, but usually is limited
to the feet, and it is the outer toe that is lost, as
a rule. In this condition, the history of a slowly
forming constriction by a cicatricial-like encirclingband will prevent mistake.

In the anaesthetic forms of leprosy the nails,
portions of the fingers or entire digits, may be
lost without pain or local suffering. This insen¬
sibility is due to a peripheral neuritis set up by
the bacillary infection upon which the disease de¬
pends. The condition is distinguished from Mor¬
van's disease by the history of exposure to lep¬
rosy, and the disseminated leprous nodules and
patches on the integument of the body. The
process, moreover, is the reverse of the loss of a

finger from whitlow. An abrasion of the skin
becomes an ulcer, grows deeper and wider, encir¬
cles the finger or envelops it completely, aud
finally causes its destruction or leads to its ampu¬
tation by the surgeon.

Symmetrical gangrene or Raynaud's disease, so
rare a condition that Billroth, a few years back,
had never seen a case in his unparalleled field of
observation, though sometimes causing a loss of
fingers, presents a totally different picture from
Morvan's disease. The digits affected, upon ex¬

posure to cold or in the morning, or after emo¬
tional excitement, present a blanched, shriveled,
purplish or mottled appearance, with sensations
of tingling and numbness, a loss of power and
considerable discomfort This passes away in a
short time or may persist for hours, to recur under
similar circumstances for months or years. Sub-

sequently, in destructive cases, the circulation,
which is said to be inhibited by vaso-motor spasm,
does not become even temporarily restored, and
dry gangrene results, causing mummification of
the members and finally their loss. There is no
whitlow, no peculiar dissociation of cutaneous
sensations, and no evidence of organic cord dis¬
turbance before or after death.

Some writers and observers, with Debove in the
lead, assert that Morvan's disease is identical with
syringomyelia, but this is most vigorously denied
by Morvan himself, and he is supported by Char¬
cot, Hanot and others Nevertheless, there are

many striking clinical resemblances. The asserted
pathognomonic indication of syringomyelia is loss
of painful sensations and inability to distinguish
the temperature of any object brought into con¬
tact with the affected areas, while the sense of
touch and tactile impressions remain essentially
unimpaired. It is often associated with atrophy
and paresis depending upon the distribution of
the gliomatous infiltration about the central canal
of the cord, which forms the anatomical basis of
the condition and gives rise to the cavities within
the cord and the dilatation of its central canal
upon which the somewhat unwieldy name de¬
pends. Morvan insists that this particular disso¬
ciation of the cutaneous sensations is never found
in the malady bearing his name, and the single
post-mortem observation already quoted does not
correspond with the findings in cases of syringo¬
myelia now on record. However, both Morvan's
disease and syringomyelia number but few pub¬
lished coniDlete instances, and it may be prema¬
ture to insist upon their absolute differentiation.
To an unprejudiced mind the prime point of im¬
portance is the fact that they both depend upon
an irregularly distributed sclerosed condition of
the cord. The variations outside of that seem
to be a matter dependent only upon the position
of this adventitious and unsystematized lesion as
it affects nutrition, sensation and other ruyelic
functions in proportion to their anatomical impli¬
cation. Besides, all gradations between typical
syringomyelia and typical Morvan's disease have
been encountered. Both are instructive in dem¬
onstrating the location of sensory tracts in the
cross section of the cord. The clinical and an¬
atomical features of resemblance between tabes
dorsalis and Morvan's disease have been already
pointed out.

The course of the malady, as already often in¬
dicated, is extremely chronic, and as far as now
known, practically beyond the influence of ther¬
apeutical intervention. In any given case it is
to be expected that whitlows will occur from time
to time, and of course the resulting mutilations
are irreparable. In some instances, from this
source, septicaemia has resulted and terminated
life. Such measures as are directed against a low
grade of inflammation in the cord are to be tried
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and persevered with, and of course the general
health is to be maintained. It would seem spe¬
cially advisable that the hands receive scrupulous
care and protection, as any traumatism or super¬
ficial abrasion may cause serious results or even
lead to the loss of a finger.

The following case was brought to the writer's
attention by Drs. Patrick and Harris, of this city,
and of the Policlinic staff, in November, 1889,
for an opinion regarding the nature of the joint
disease in the left wrist (Cut 3), its similarity to
the joint lesions of locomotor ataxia having given
rise to discussion. At that time undue weight
was attached to the scoliosis, which is marked
(Cut 5), and implication of the cord or nerve roots
was suspected. Further consideration of the case
enables one to classify it with those recorded un¬
der the title of "Morvan's disease," every im¬
portant symptom of which it presents, besides
some additional features not incompatible with
such diagnosis. Since that date the man has
been casually seen at intervals, and nothing new
has developed. Recently (January, 1891) a care¬
ful and thorough examination has been made and
photographs obtained, from which cuts 3, 4 and
5 are reproduced.

Ko. 3.—From a photograph. Hand
Morvan's disease, showing joint lesion.

Case.— .  . is an unmarried Swede of 35
years, who has been in this country since 1886.
He now makes a fair living by taking orders
about the city for a tobacco firm, in which occu¬

pation he does much walking, and is in the en¬

joyment of excellent physical health, confirmed
by his general appearance. His family history
presents, asfar as he is informed, absolutely noth¬
ing in the way of a neurotic trace, and his parents
both attained a very advanced age. As a child,

youth and young man he was always in good
health, growing up in the country. He was en¬

gaged in farming until he came to America. Ow¬
ing to the poverty of the family and the barren¬
ness of the land, his life was one of extreme labor
and hardship. His habits have been exception¬
ally good in all respects, and there is neither his¬
tory nor trace of any venereal infection. He
states that some ten years ago his back became
crooked. Previous to that time he asserts that
he was as straight as any one. About the same

period he had a felon on the right ring finger,
near the extremity on the palmar surface, which
was excessively painful, kept him awake nights,
was marked by high inflammation, great swell¬
ing, deep-seated suppuration, and which has left
the finger stunted, with a deformed nail and short¬
ened distal phalanx as shown in cut 4. Six years
ago, after a bath in a lake on a cold day, he drove
several miles in a cold wind, and in a day or two-
the left hand, wrist and arm became greatly swol¬
len and very painful. He was sick, confined to-
his bed for a month, and remembers having severe
chills and a high fever. The swelling in his wrist,
where the main difficulty was located, never entire¬
ly subsided, and now presents the contour and de¬
formity shown in Cut 3. There is no pain, heat,
redness or tenderness about the greatly enlarged
joint, though the carpus seems entirely disinte¬
grated. Upon passive motion, which is but slight,
there is roughness, grating and creaking in this
articulation. The thumb is shortened as is the
entire hand, and seems to articulate directly with
the radius. Its extremity does not reach the first
phalangeal joint of the index, as it should nor¬

mally, by nearly an inch. There is a subluxation
of the entire metacarpus forward, and spastic
flexion of the fingers, which cannot be straight¬
ened voluntarily, and passively only by the em¬

ployment of considerable force. The whole hand
is diminished in thickness and width, and the fin¬
gers present a delicate appearance out of keeping
with the rest of the extremity, which is rather
muscular. The integument is somewhat smooth¬
er than usual, but these points may be due to the
comparative disuse of the hand for heavy work.
The extensor tendons of the fingers are salient on
the back of the hand, and the intrinsic, muscles
seem wasted. Over the thumb he has good con¬
trol, and the thenar eminence is full and round.
Although the grasp*of the hand is very much re¬

duced, it is a useful member, capable of many
complicated and fine manoeuvres.

Three years ago he lost the end of the right
index by what he describes as exactly the same
process which ten years ago attacked and muti¬
lated the right ring finger, with the very extraor¬
dinary exception that it was absolutely painless
and not even marked by tenderness. He states
that the finger was enormously swollen, very red
and angry looking, finally discharging pus, and
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that he himself picked out of it several fragments
of bone. As shown in cut 4, it now presents but
a small portion of the middle phalanx, the distal
bone being completely absent, and the greatly de¬
formed, horny, nipple-shaped nail is seated upon
the end of the stump. The scar marking the open¬
ing through which the bones escaped is on the
anterior surface, running to and involving the
nail matrix.

No. 4.—From a photograph. Hand in Morvan's disease, show¬
ing mutilation from whitlows.

Within that same year the middle finger of the
right hand went through exactly the same pro¬
gramme and exhibits practically the same muti¬
lation, though even more shortening is present.
In both these fingers the joint between the first
phalanges and the fragments of the second is pre¬
served. The hands show no other trophic dis¬
turbances. The skin is elastic, soft, properly
moist and of a good color, indicating no material
change in the circulation of the parts, nor are

they unpleasantly affected by cold weather.
Upon testing the sensibility of the hands it is

found that on all parts the lightest touch with a
flake of cotton wool is instantly perceived and ac¬

curately located. Indeed, he responds to this
delicate test better than some individuals in a

presumably normal state of health. The prick
of a pin is equally well felt, but not as a painful
sensation. He cannot detect the difference be¬
tween a pin point and a blunt pencil, and this too
when the pin is thrust sufficiently into the skin
to remain standing there. When tested with sim¬
ilarly shaped hot and cold objects it is only with
difficulty that he can properly make out their re¬

spective temperatures, and slight variations escape
him entirely. These peculiar conditions are pres¬
ent in all portions of both hands and gradually fade

out upwards toward the elbows. There is no re¬

tardation whatever in the transmission of tactile
impressions, and no subjective unnatural sensa¬

tions. Palpation does not detect any tenderness
over the nerves or thickening of their trunks. Co¬
ordination in the upper extremities, as tested by
having the patient make exact movements of wide
range while his eyes are closed, is quite normal,
and electrical tests present no departure from the
formula of health, even in the left hand. The
muscular sense seems normal.

No. 5.—From a photograph. Showing scoliosis in Morvan's
disease.

His gait is somewhat shambling and difficult
to describe, being more of a peculiarity than any¬
thing else. There is no limp or dragging of the
feet, and he walks in a straight line with great
precision and firmness with his eyes closed. His
body is plump, smooth and free from blemish of
any sort, but the spinal column shows a com¬

pound curvature. The convexity, beginning in
the upper dorsal vertebrae, is backwards and to the
right, embracing most of the dorsal region, with
a compensatory curve in the opposite direction
in the lower dorsal and the lumbar spine. These
curves are practically very pronounced exaggera¬
tions of the normal lateral deflections, and cer¬

tainly not sufficient in themselves to implicate the
cord, the lesion of which, indeed, cannot be below
the first dorsal segment. They may explain the
peculiar walk. There is no tenderness anywhere
along the spine or any marked prominence of the
spinous processes, and the column is ordinarily
flexible throughout. In taking the photograph
from which Cut 5 is made, the outline of these
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processes was indicated by roughly marking them
-on the patient's back with iodine.

An examination of deep and superficial reflexes
detects nothing abnormal, though the knee jerk
is somewhat pronounced. There has never been
any loss of control over the bladder and rectum,
or difficulty of any sort with these organs. There
is likewise nothing in the history suggestive of
the lightning paias and crises of locomotor ataxia,
nor girdle pains, nor hyperaesthesia of any char¬
acter. The special senses and their respective or¬

gans are quite normal, the mind unaffected.
In summing up the case the analgesia in the

hands, the dystrophy of the wrist-joint, the loss
of fingers by whitlows, all point to the diagnosis
of Morvan's disease and furnish its most salient
characters. The retention of the tactile sense
with the marked blunting of painful and thermic
impressions, per contra, constitute the so-called
piathognemonic indication ofsyringomyelia. This
therefore is probably a mixed case. Such a num¬
ber of speculations as to the exact location of the
lesion in the cross section of the cord present
themselves, that their discussion is idle. This
much seems certain, the anterior horns and the
pyramidal tracts are not implicated. The solu¬
tion must be left to a post-mortem examination
which, fortunately for the patient, appears to be
a distant contingency.

167 Dearborn St., Chicago.

ABSCESS OF THE LUNG.
Read before the SI. Louis Medical Society, December 14, 1890.

BY WILLIAM PORTER, M.D.,
PROFESSOR OF DISEASES OF THE THROAT AND CHEST IN THE ST.

LOUIS COLLEGE OF PHYSICIANS AND SURGEONS.

I have not thought to present an exhaustive
essay upon this theme. The subject is interest¬
ing, its literature comparatively meagre, and it is
closely related to the progress of that most ag¬
gressive department of our science—surgery; so
that at least I may offer a few conclusions regard¬
ing it for your discussion.

Permit me at the outset, by way of definition,
to say that it is not intended in this paper that
the term abscess should apply to those accumula¬
tions of pus secreting cavities which are so often
found in the later stages of phthisis, but only to
the circumscribed suppuration which may arise
independently of tubercular processes. The his¬
tory of pulmonary abscess as given by the older
writers is not very exact. They generally sup¬
posed that the condition was the result of delayed
resolution of pneumonia, and that if the inflam¬
mation did not subside by the twenty-first day
suppuration was sure to result. This latter propo¬
sition is not in accord with modern knowledge,
yet we do find that abscess is often preceded by a

pneumonia more or less severe. Stokes places ab¬
scess as the fifth and last stage of pneumonia,

while Leyden further recognizes a form of chronic
abscess, occurring in chronic pneumonia, resem¬

bling the vomica of phthisis. While there may
be many causes that predispose to pulmonary ab¬
scess, the positive causes aside from traumatism
and foreign substances are easily placed in
three classes: i. Inflammation within the lung;::
2. Perforation of pus cavities from without, as
for instance, from the liver or pleural sac; 3. Em¬
bolism from right endocarditis or from the sys¬
temic veins. I believe also that we may some¬

times have the first and third conditions com¬

bined. In croupous pneumonia, for instance,
there is not only the local inflammation within:
the pulmonary structures, but often a marked de¬
pression of the vaso-motor system and of the mo¬
tor ganglia of the heart. As a consequence there
is in addition to the local pneumonia, a distension
of the pulmonary vessels, oftentimes of the right
ventricle itself, and greatly diminished circulatory
force within the lung, conditions that must favor
obstructions in either the bronchial or pulmonary
system with destruction or infection of the tissues
beyond the occluded point. Several cases of cir¬
cumscribed abscess of the lung that I have ex¬
amined closely gave no evidence of preexisting
pneumonia, while everything pointed to the hy¬
pothesis that the local lesion was the result of in¬
farction from embolism.

A few points in the etiology of pulmonary ab¬
scess may be noticed in passing. The first is

·the statement found in most of our books upon
the subject, that local inflammations in the lung,
cause the single abscess, while the results, of em¬
bolism are multiple. Not always is the latter."
proposition correct. There certainly may be a
blocking up of a single branch of a bronchial
artery from embolism, sufficient to cut off all sup¬
ply from that portion of the pulmonary structure
beyond, causing gangrene; so also we may have
a single branch of the pulmonary artery pluggedby an infectious embolism, and consequent infarc¬
tion and the disintegration of the surrounding
structures.

A second thought closely associated with the
etiology of pulmonary abscess is the fact that
while occlusion of a bronchial artery is more
likely to produce gangrene than an occlusion of
a pulmonary branch, yet the latter conditions may
also cause gangrene by the infarction and often
consequent apoplexy, destroying the bronchial
circulation and thus cutting off nutrition.

While then we may believe that an embolism
in either the bronchial or pulmonary systems may
produce gangrene, is it not also probable that an
embolism in a bronchial branch may produce an
abscess ? The fragments from this form of endo-
cardiac inflammation are known to have septic
properties and to lead to suppurative infarctions.
Why not in a small bronchial artery as well as
elsewhere ?
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